
POST-RESIDENCY CERTIFICATION FORM FOR PRIMARY CARE LOAN RECIPIENTS 
  
Saint Louis University                Phone: 314-977-2407 
Student Loans             Fax: 314-977-3437 
One Grand Blvd                         Email: haley.held@slu.edu 
DuBourg Hall, Rm 2  
St. Louis, MO 63103 
   
As a Primary Care Loan recipient you are required to practice primary health care until your loan is repaid  
in full.  Please complete and return this form to the address shown above by _________________.  
  
Part I:  Borrower Informa tion (Please Print) 
  
Name:  __________________________________________________ SSN#:  ______________________  
  (Last, First, MI)   
 
Home Address: _________________________________________________________________________  
    Street         City      State    Zip Code  
 
Home Phone Number: (____)______________________ Email Address:___________________________   
 
Employer Name: __________________________________ Employer Phone: (___) ________________ 
 
Employer Address: ______________________________________________________________________  
   Street        City       State    Zip Code 

   
Part II: Service Obligation Acceptable Practice Activities (please check your current practice):  
  
[ ] Primary Care Clinical Practice       


